BegoStone, which are composed entirely of material foreign to human kidney stones such as gypsum plaster.
INTRODUCTION AND OBJECTIVES:
This study aims to compare the ability of 13 different commonly used urologic guidewires to bypass a tightly impacted ureteral stone.
METHODS: We tested three stone impaction models using silicone ureters configured and mounted on a backboard bathed in saline. We created three degrees of impaction by placing cable ties above and below the stone at 300, 362, and 444 mgHg, and in all models we recorded the maximum force required to bypass the stone. In the first model (300 mmHg), ten different new 0.038 straight-tipped guidewires of 13 different types were advanced past a ureteral stone using a Series 5 digital force gauge. In the second model (362 mmHg), the top 5 performing guidewires were similarly tested using ten trials for each wire type. In the third model (444 mmHg), 5 attending urologists and 5 urology residents performed three trials with each of the 13 guidewire types. Participants rated their subjective preference of the guidewire using a Likert scale (1 to 5). Statistical analysis was performed with ANOVA and the Mann-Whitney U test.
RESULTS: In the first model, the Glidewire and HiWire passed the impacted stone with the lowest mean force (p<0.001: Table 1) . Of the 5 wires tested in the second model (Glidewire, Zipwire, Hiwire, Solo Hydro and Ultratrack), the Glidewire required less force to bypass the impacted stone (Figure 1 ) than the other wires tested (Figure 1 ). In the third trial, only two wires (Glidewire and Roadrunner) bypassed the impacted stone in 100% of trials. The Glidewire had a lower time for wire passage (p<0.01) and had the highest subjective surgeon rating (p<0.01).
CONCLUSIONS: Significant differences exist between guidewire types in force required and ability to bypass an obstructing stone. In this bench-top study, the Glidewire required the least force, required the shortest insertion time, and had the highest surgeon satisfaction rating.
Source of Funding: Olympus

MP03-20 DUSTING EFFICIENCY COMPARISON BETWEEN MOSES TECHNOLOGY OF HO:YAG LASER AND SUPERPULSE THULIUM FIBER LASER
Vincent De Coninck*, Brasschaat, Belgium; Etienne Xavier Keller, Paris, France; Anastasiya Kovalenko, Viktoriya Vinnichenko, Moscow, Russian Federation, Olivier Traxer, Paris, France INTRODUCTION AND OBJECTIVES: At present, the Ho:YAG laser is the most commonly used laser for treating urolithiasis. A new technology of the Ho:YAG laser (Moses technology) was designed to increase ablation efficiency and to reduce stone retropulsion. Recently, a thulium fiber laser (TFL) has been suggested as an alternative laser source, with a potential for higher ablative efficiency and lower retropulsion. The aim of this study was to compare the efficiency of stone dusting between a Ho:YAG laser with Moses technology and a SuperPulse TFL.
METHODS: A SuperPulse TFL generator was compared to a Ho:YAG laser generator with Moses technology. 200 µm fibers were used in all experiments. Laser lithotripsy was performed with a flexible ureteroscope (Pusen) for direct vision and fiber control. Uric acid stones were used in this study. Irrigation pressure was 40 cm H2O. Lithotripsy was performed in a specially constructed vessel of 13 mm in diameter, with 2 mm holes drilled in the walls at a height of 40 mm to allow collection of stone dust from irrigation overflow (Figure 1 ). The laser parameters for both systems were 0.2 J and 80 Hz (16 W). Lithotripsy was performed during 2 0 30 00 . After lithotripsy, the solution from the outer cuvette was filtered through filter paper with a pore size of 2 µm allowing stone dust collection. The weight of stone dust was calculated as the difference between weight of the dried filter with the stone dust and the initial weight of the filter. Experiments were repeated 5 times.
RESULTS: Initial stone mass was 210AE24 mg. The weight of stone dust after lithotripsy was 69AE32 mg for Ho:YAG laser lithotripsy with Moses technology and 138AE25 mg for the SuperPulse TFL (Figure 2) . CONCLUSIONS: The SuperPulse TFL produced twice as much stone dust as the Ho:YAG laser with Moses technology. When these promising results are confirmed in future studies, the SuperPulse TFL may be able to significantly reduce operating times.
Source of Funding: none
Trauma/Reconstruction/Diversion: External Genitalia Reconstruction and Urotrauma (including transgender surgery)
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INTRODUCTION AND OBJECTIVES: Radiologic factors are important for predicting bleeding interventions after high-grade renal trauma (HGRT). We aimed to assess the associations between laceration size and peri-renal hematoma rim distance (HRD) with bleeding interventions after HGRT and also find the optimal cut-off points for these measurements.
METHODS: The Genito-Urinary Trauma Study is a multi-center study including data on HGRT (AAST grades III-V) from 14 Level-1 trauma centers from 2014-2017. Patients with initial CT scans were included. 2 radiologists reviewed the scans to extract HRD (largest measure from the edge of the kidney to the hematoma in the axial plane) and size of the deepest laceration. Renal bleeding interventions included: angioembolization, surgical packing, renorrhaphy, partial nephrectomy, and nephrectomy. Diagnostic accuracy was measured using the ROC analysis and the optimal cutoffs were chosen based on the Youden 0 s index and F-1 score. Mixed effect Poisson regression was used to assess the associations.
RESULTS: 326 patients were included. Mean age was 35.0AE16.6 y. Injury mechanism was blunt in 81%. Injuries were reported as AAST grades III (60%), IV (33%), and V (7%). Overall, 47 (14%) underwent bleeding interventions including 19 renal angioembolization, 16 nephrectomies, and 12 other procedures. Mean HRD was 2.1AE2.0 cm and was higher in the intervention group (4.3AE0.4 vs. 1.8AE0.1, P<0.001). Mean laceration size was 2.0AE1.0 cm and was higher in the intervention group (2.8AE0.1 vs. 1.9AE0.1, P<0.001). For HRD, a cut-off of 3.5 cm provided the best diagnostic accuracy (sen: 0.62, spe: 0.87, Youden: 0.49, F1 score: 0.51). An HRD !3.5 cm was associated with 6.3-fold increase in risk of undergoing bleeding interventions (RR: 6.3, 95% CI: 3.5-11.4). For laceration size, a cut-off of 2.5 cm provided best diagnostic accuracy (sen: 0.62, spe: 0.80, Youden: 0.42, F1 score: 0.44). A laceration !2.5 cm was associated with 4.4-fold increased risk of bleeding interventions (RR: 4.4, 95% CI: 2.5-8.0). CONCLUSIONS: Our findings support the use of 3.5 cm cutoff point for hematoma and 2.5 cm for laceration size. These cutoffs may be used as simpler predictors of bleeding interventions. Renal trauma grading may benefit from incorporating additional important radiologic findings.
